The CCN to Reduce Cancer Health Disparities is one CNP whose mission is to reduce breast, prostate, and colorectal To date, the literature that explores methods for leveraging community-academic partnerships through the microgrant concept is sparse. The goals of this paper are to present the rationale and structure of a CGP model and describe its implementation, along with lessons learned and recommendations for using the grants model for CBPR. 
Methods

Award types
PRE-AWARD (4 Months)
$10,000. The scope of the research award entails any of the following: Establish a relationship between a community group and academic researcher, or conduct a baseline assessment of a research need, or develop a research question with the ultimate goal of informing larger, externally funded CBPR research projects.
CGP Infrastructure
The CGP's structure includes an annual request for applications (RFA), a peer-review process, and technical assistance provided during the pre-award and post-award periods. 
Pre-Award
The pre-award process begins with the issuance of a RFA. Eligible organizations include health care agencies, community-based, faith-based, and other community groups that serve 1 or more of the 13 CCN targeted coun- 
Project Implementation
During the funding period, awardees are required to provide a 6-month progress report and a 12-month final report.
Regular networking meetings are held to share CCN-related information and to provide a venue for cross-community sharing among the grantees. Monthly conference calls throughout the award period also serve as the foundation for on-going communications between grantees and the rest of the CCN.
Results
Over the 2-year period with the CGP, the network has increased the number of community partners from its initial With an increased emphasis on the use of the communitybased participatory research approach to actively involve the targeted community groups in addressing health disparities, the CGP model served as an important mechanism for ensuring that CBPR principles such as the equitable distribution of resources, capacity building, recognition of community strengths and resources, and the community as a unit of identity were adhered to. 12 In implementing the CGP model, we were able to meet our goal to increase the number of community-based organizations as partners in the CNP. As a result of these partnerships, we were also able to expand our efforts in promoting cancer education and outreach activities and implementing evidence-based intervention programs and strategies. In achieving these successes, we also encountered challenges that have resulted in several lessons learned.
In trying to ensure an equitable distribution of resources whereby research dollars are provided directly to the community, we had to address the financial structure at an academic institution and the implicit imbalance of power created by the academic institution distributing grants to community organizations. Based on feedback from our initial community partners, we decided to allow organizations to choose the type of project (i.e., education, implementation of an intervention, research), use their own strategies, and to develop their own budgets.
We also learned that it was important to provide the funded community-based organizations with information on how the academic financial structure works. This strategy reflected value in the community's ideas on how best to approach their community to address cancer health disparities.
A second lesson learned was that, in addition to the provision of monetary resources through the grants mechanism, access to other resources within the CNP needed to be shared.
For example, community partners were able to request technical assistance from the COS or other services in the network (e.g., access to expert speakers, development of materials). The
COSs were accessible to the community by meeting individually with prospective community-based organizations to offer guidance in developing the proposal and suggesting resources that could be leveraged for the project. As a result, the scores received by year two applicants were higher than those given in the first year. Improvements in the methods/processes for project implementation and the inclusion of evaluation measures contributed to the improved scores.
A third lesson learned was experienced during the grant review process. To ensure a balanced review process, we paired reviewers-an academic reviewer and a community reviewer-to review each application. Although we initially felt this strategy would allow for an equal voice, the review criteria based on the five point National Institutes of Health process did not work for the community reviewers. We modified the review process so that each reviewer could review the proposal based on the criteria, but through their own lens. The two different perspectives enriched the review discussion by ensuring that the community viewpoint and proposed strategies were understood by the entire review committee.
A fourth lesson learned was the need to build an organi- In using the CGP as a platform for developing community research partners, the number of external CBPR grant applications will increase whereby needed resources to sustain efforts in the community can be leveraged. Another approach to building community research capacity may be to provide workshops tailored for the community on research topics such as human subjects, grant writing, evaluation, identifying and adopting an evidence-based intervention program, and so on.
We also learned that the time frame for completing the project needed to be lengthened from the required 12-month 
